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INTRODUCTION:  Internal  hernia  is a  rare  entity  which  can  cause  intestinal  obstruction.  The  most  common
type  of  internal  hernia  is the  paraduodenal  hernia  which  accounts  for  53% of cases,  and the internal  hernia
within  the  pelvis  account  for 7%.  Perineal  hernia,  which  is classiﬁed  as  pelvic  hernia,  usually  occurs  due
to  weakening  of the  pelvic  ﬂoor  musculature  and  thus,  should  be  distinguished  from  the  internal  hernia
caused  by peritoneal  defects  in  the pelvic  cavity.
PRESENTATION OF  CASE:  We  present  a case  of  28-year-old  female  who  presented  intestinal  obstruction.
Conservative  therapies  failed  and  she  required  emergency  laparotomy.  The  operative  ﬁndings  revealed  a
peritoneal  defect  of 2 cm in diameter  in  the  pouch  of Douglas,  through  which  the  ileum  was  incarcerated
and  strangulated.  The  incarcerated  bowel  was  reduced,  and  the  intestinal  color  quickly  returned  to  nor-
mal.  Therefore  a  primary  closure  of the  peritoneal  defect  was  performed  and the  postoperative  course
was  uneventful.
DISCUSSION:  A  PubMed  search  for the case  of internal  hernia  through  a  defect  in the  pouch  of  Douglas
revealed  only  three,  making  this  an  extremely  rare  condition.
CONCLUSION: Because  of  rarity of  this  hernia,  the  etiology  is  unknown.  However,  our  patient  is a young
female  with  no  history  of  pregnancy,  abdominal  surgery,  or trauma,  therefore  the  cause  of the  peritoneal
defect  is considered  congenital.
gical © 2012 Sur
. Introduction
Internal hernia is a rare condition which is deﬁned as herniation
f a viscus into an unusually large fossa, fovea or foramen within
he body cavity,1 and this condition can cause intestinal obstruc-
ion. The most common type of internal hernia is the paraduodenal
ernia which accounts for 53% of cases, and internal hernias within
he pelvis account for 7%.2 Pelvic hernias are usually classiﬁed into
hree types: the sciatic, the obturator and the perineal. The peri-
eal hernias are caused by fragility of the pelvic ﬂoor musculature
nd are distinguished from internal hernias caused by peritoneal
efects without weakening of the pelvic muscle. Internal hernias
ue to peritoneal defects of the pouch of Douglas are extremely
are. A search of PubMed reveals only three such cases.3–5
. Case reportThe  patient, a 28-year-old female, height 149 cm,  weight
6 kg, BMI  20.72 kg/m2 with no history of abdominal surgery
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or pregnancy presented at the emergency room of our hospital
complaining of abdominal pain and persistent vomiting. Physical
examinations conﬁrmed tenderness across the entire abdomen,
and CT scan showed that the small intestine had fallen inside the
pelvis with a caliber change (Fig. 1). Blood tests revealed mild
elevation of WBC  to 12,700/mm3, but other data including CRP
were normal. Gynecological examination revealed no abnormal-
ities. The diagnosis of small bowel obstruction was entertained
and conservative therapy was administered with a long intestinal
tube. However, the patient showed no improvement, and there-
fore emergency laparotomy was performed on the fourth day after
admission. Operative ﬁndings included incarceration of approxi-
mately 30 cm of the ileum from the ileocecal junction into a 2-cm
peritoneal defect slightly to the right of the Douglas pouch, and
the oral side of the intestine was  signiﬁcantly dilated (Fig. 2). This
peritoneal defect was bluntly dilated and the incarcerated bowel,
approximately 2.5 cm in length, was  reduced, which showed no
obvious ischemic change. Concurrently, another peritoneal defect
with a diameter of 1 cm was found in the right broad ligament of
the uterus. Investigation of the area below the pouch of Doug-
Open access under CC BY-NC-ND license.las via the peritoneal defect conﬁrmed peritoneal components
leading to the pelvic ﬂoor. There was  no sign of fragility of the
pelvic ﬂoor musculature. Both defects were sutured and the surgery
was completed. The operation time was  67 min, and the patient
 BY-NC-ND license.
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Fig. 1. Preoperative computed tomography image of pelvis. The small intestine has
narrowed in the right of the rectum (arrow), and the oral side of the intestinal tract
is signiﬁcantly dilated.
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Rig. 2. Intraoperative ﬁndings: the ileum has incarcerated a peritoneal defect
arrow)  in the rectouterine pouch.
emonstrated satisfactory recovery. She was discharged from the
ospital on postoperative day 19 and remains well since then
Fig. 3).
.  Discussion
Internal hernia is a rare entity which can cause intestinal
bstruction with a reported incidence of 0.6–5.8%.2,6,7 The most
ommon type of internal hernia is the paraduodenal hernia which
ccounts for 53% of cases. Less common types of hernia arise due
o defects in parts of the greater omentum, foramen of Winslow,
ericecal region, mesentery of small intestine, mesentery of colon,
r retroanastomotic region. Hernias occurring in the pelvis cav-
ty account for 7% of all internal hernias, and are usually classiﬁed
natomically according to the fascial margins breached and include
ciatic, obturator and perineal. A sciatic hernia, which may  be
able 1
eports of internal hernia occurring through a peritoneal defect of the pouch of Douglas.
Author (year) Gender Age History of pelvic surg
Fiirgaard (1988) Female 17 None 
Inoue  (2002) Female 80 Hysterectomy 
Bunni  (2011) Female 77 None 
Our  case Female 28 None Fig. 3. Intraoperative ﬁndings: a peritoneal defect (arrow) was found in the slightly
right side of the rectouterine pouch.
congenital or acquired, is a protrusion from the pelvis of a per-
itoneal sac through one of three openings: (a) the greater sciatic
foramen, above the periformis muscle; (b) the greater sciatic fora-
men, below the periformis muscle; (c) the lesser sciatic foramen. An
obturator hernia is an abnormal protrusion of preperitoneal fat or
an intestinal loop through the obturator foramen and is commonly
found in thin and elderly women in the seventh or eighth decade of
life. A perineal hernia is the protrusion of a viscus through the ﬂoor
of the pelvis (pelvic diaphragm) into the perineum due to weak-
ening of the pelvic ﬂoor musculature and is distinguished from the
conventional internal hernia. In perineal hernias, strangulation is
rare since the hernia defect is usually large and bounded by soft
and often atrophied muscle. Perineal hernias are equivalent to, or
include pelvic hernias, ischiorectal hernias, pudendal hernias, pos-
terior labial hernias, subpubic hernias, vaginal hernias, and hernias
of the (rectouterine) pouch of Douglas.8 Hernias of the pouch of
Douglas belong to the posterior perineal hernia and are different
from the current case which was  associated with a peritoneal defect
of the pouch of Douglas. A PubMed search for cases of internal her-
nia through a defect in the pouch of Douglas revealed only three
such cases3–5 in the English literature, making this an extremely
rare condition.
The  patients’ backgrounds, history of surgery or pregnancy, and
surgical procedures of these three cases have been summarized
in Table 1. All patients were female, but their age and history
of pregnancy varied. There are many theories about the causes
of pelvic internal hernias such broad ligament hernias, but most
are attributed to congenital abnormalities, pelvic surgery, trauma
resulting from pregnancy or delivery, or gynecological infection.9,10
In the report by Fiirgaard and Agertoft,3 the patient had a history
of pregnancy which was terminated by induced abortion. She pre-
sented symptoms of the hernia at the young age of 17 years and
had no history of pelvic surgery. Therefore, the etiology of the per-
4itoneal defect was  judged congenital. Inoue et al., reported that
the patient’s peritoneal defect was  derived from the previous hys-
terectomy. In a case of Bunni et al.,5 the patient’s age was advanced
but she had no history of surgery and the cause of her hernia was
ery History of pregnancy Operation approach procedure
1 Open primary closure
ND Open primary closure
ND Lap prosthetic repair
None Open primary closure
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ndetermined. In our case, there was no history of pregnancy, child-
irth or pelvic surgery, and the patient’s hernia occurred at the
oung age of 28 years. Therefore, the cause was considered congeni-
al. Also, the fact that peritoneal defects were found in the broad lig-
ment of the uterus provides even stronger evidence for congenital
tiology.
As for techniques for hernia repair, it is controversial
hether  open-transabdominal or laparoscopic approach and
lso whether direct sutures or prosthetic-mesh use to close
 hernia oriﬁce should be chosen. Because internal her-
ias such as the current case are not caused by fragility
f musculofascial tissues, the use of prosthetic mesh is not
andatory. However, since the laparoscopic procedure does
ot require complicated techniques, such an approach seems
dvisable.
. Conclusion
This report presents an exceptionally rare internal hernia caused
y a defect in the pouch of Douglas. The patient’s young age and
ack of history of surgery or pregnancy suggest that the etiology is
ongenital.
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